Background: Preventable mortality is a good indicator of possible problems to be investigated in the primary prevention chain, making it also a useful tool with which to evaluate health policies particularly public health policies. This study describes inequalities in preventable avoidable mortality in relation to socioeconomic status in small urban areas of thirty three Spanish cities, and analyses their evolution over the course of the periods 1996-2001 and 2002-2007. Methods: We analysed census tracts and all deaths occurring in the population residing in these cities from 1996 to 2007 were taken into account. The causes included in the study were lung cancer, cirrhosis, AIDS/HIV, motor vehicle traffic accidents injuries, suicide and homicide. The census tracts were classified into three groups, according their socioeconomic level. To analyse inequalities in mortality risks between the highest and lowest socioeconomic levels and over different periods, for each city and separating by sex, Poisson regression were used.
Background
The use of avoidable mortality as a measure of the performance of healthcare services was first introduced by Rutstein [1] , who presented the first theoretical study on this issue, where he proposed a list of unnecessary diseases and disabilities or unnecessary untimely deaths, based on the assertion that if health services had acted correctly, they would have been prevented or delayed. The definition and concept of avoidable mortality, as well the list of conditions considered sentinel health events, have changed over time [2] [3] [4] [5] [6] [7] [8] [9] in line with developments in medicine and technology.
Avoidable mortality can be disaggregated into two groups [10] , according to the type of healthcare intervention: 1) Preventable mortality -having to do with primary prevention, lifestyle, intervention programmes, etc. and 2) Amenable mortality -having to do with secondary prevention and directly with healthcare interventions, in the form of counselling, diagnosis or treatment.
The WHO World Health Report 2000 [11] defines health systems inclusively, as systems whose primary aim is to promote, restore and maintain health. From this point of view, preventable mortality must be considered a good indicator of possible problems to be investigated in the primary prevention chain, both in health promotion and protection and in health education [5] , making it also a useful tool with which to evaluate health policies, particularly public health policies [12] .
Studies conducted in several European countries have linked population socioeconomic indicators with avoidable mortality [13] [14] [15] [16] [17] and, in particular with preventable mortality, as a whole or in relation to specific conditions included under the definition showing higher mortality rates in the least favoured groups [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] . These inequalities are themselves a risk factor for population health and need to be studied in order to identify the most vulnerable groups and regions, to put in place specific interventions [28] .
In recent decades, improvements in living conditions and the increasing inclusiveness of healthcare systems have reduced premature and, accordingly, avoidable mortality, both amenable and preventable. Several studies have analysed trends in mortality from avoidable causes over time in specific regions or groups [5, 7, [29] [30] [31] [32] and found a decrease, although other studies described increases in avoidable mortality [33] .
Some studies have associated this trend with socioeconomic inequalities, pointing to maintained and even increased socioeconomic inequalities in avoidable mortality in recent years [13, 19, [34] [35] [36] [37] [38] . Some have analysed avoidable mortality in small areas [39] [40] [41] or combined their analysis with a study of the relationship to inequality [13, 15, 22, 27] , associating the most deprived areas with higher mortality rates.
While improvements in indicators such as preventable and amenable mortality continue to be analysed to evaluate the quality, access and equity of healthcare systems [9, [42] [43] [44] , it is also necessary to continue to identify the zones associated with a higher risk of these causes of mortality in the urban areas of large cities, where so much of the population is concentrated, in order to take specific public health actions aimed at decreasing mortality and reducing inequalities. Studies in small areas of cities are important as neighbourhood is recognised as a health determinant independently of individual determinants [45] . In Spain no study has been conducted to date on overall preventable mortality in small areas of large cities, so the aim of this study was to describe trends in preventable mortality and analyse its relationship to socioeconomic inequalities in small areas of 33 large cities between 1996-2001 and 2002-2007 .
Methods
This study was performed within the framework of the MEDEA project (Socioeconomic and environmental inequalities in mortality in small areas of Spanish cities: http://www.proyectomedea.org) as an ecological study on preventable mortality trends in small areas of 33 Spanish cities (Figure 1 The mortality figures for each CT were obtained from the death records of the corresponding autonomous community. Deaths were assigned to census sector according to their postal address. The percentage of deaths which could not be assigned to a CT due to problems in locating the residence varied from 0.02% in Pamplona to 5.0% in Cartagena-La Unión. Population figures for each CT, sex and age group (five year intervals) were obtained from the NSI. For each CT the indicators necessary for socioeconomic classification were obtained from the 2001 Population and Housing Census.
The causes of avoidable mortality included in the study were considered preventable in the MEDEA project (Table 1) and are lung cancer, cirrhosis, Acquired Immune Deficiency Syndrome and Human Immunodeficiency Virus infection (AIDS and HIV), considered together, motor vehicle traffic accidents injuries, suicide and homicide. These causes are based on those proposed by Nolte and McKee [5] , adding AIDS and HIV, suicide and homicide, because of their particular importance as preventable causes, as held by many recent articles [6, 22, 26, 27, 29, 36, 46, 47] . Deaths occurring between 1996 and 1998 were coded using the International Classification of Diseases, 9 th edition (ICD-9); ICD-10 was used for deaths occurring between 1999 and 2007. For the first two causes, only deaths occurring before the age of 75 years were taken into account, following Nolte and McKee [5] . For the rest of causes, all deaths occurring were taken into account.
To establish the socioeconomic status of each CT in each city the following indicators were used: Unemployment: percentage of people aged over 16 years out of work (unemployed people and first time job seekers), out of the total active population.
Education: percentage of people aged over 16 years who, according to the Spanish National Statistics Register figures, cannot read or write, can read and write but went to school for less than five years or for more than five years but without terminating primary studies, out of the total population aged 16 years and over.
Education in young people: percentage of persons aged between 16 and 29 years with low educational levels, out of the total population aged between 16 and 29 years.
Manual workers: percentage of persons aged 16 years employed in manual labour (services, agriculture, farming, fishing, crafts, specialised manufacture industry workers, construction, mining, installers and non-specialised workers) out of the total number of persons in employment aged 16 years or over.
Temporary workers: percentage of people aged 16 years or over employed in temporary jobs (part-time selfemployed workers, temporary workers) out of the total of persons in employment aged 16 years or over.
These indicators had previously been used on the MEDEA project [48] and were used to build socioeconomic status (SES) variables in each city. Three levels were established: SES1 (the most privileged socioeconomic group), which includes all CTs in the city with values below the 25 th percentile for all five indicators; SES3 (the least privileged socioeconomic group), which represents all CTs with values above the 75 th percentile for all indicators; all other CTs were included in SES2 (intermediate socioeconomic level). This variable had previously been used to classify CTs by socioeconomic level and proved to be a good tool [22] .
Frequencies and percentages (of total preventable deaths and death from all causes) were calculated for all causes studied and all preventable causes in each city. To study the trend in risk of death over time, the dates were classified into two time periods: 1996-2001 (P1) ( In the cases of La Coruña, Ferrol, Lugo, Ourense, Pontevedra, Santiago and Vigo mortality figures were available from 1998 onwards, so for these cities the first period goes from 1998 to 2001). The age standardised mortality rates (ASR) and their 95% confidence intervals were calculated for all preventable cases, adjusted using the direct method and taking as standard the Spanish population in 2001 (centre of the period) by sex and age group, obtained from the NSI, for each city, in each period and by sex.
To analyse inequalities in mortality risks between the highest and lowest socioeconomic levels and over different periods, for each city and separating by sex, Poisson regression models with variable responses to the rate of death logarithm were adapted, using variables explaining SES (reference level:SES1), period (reference level: P1) and age, into three groups: younger than 45 years (reference level), 45 to 64 and older than 64 years. The age limit of 65 years was chosen as it is the cut-off age normally used in studies to define 'old age' [49] . Subjects aged under 65 were classified into two groups, depending on the lesser or greater prematurity of death. This model made it possible to estimate the Relative Risk (RR) of death and the corresponding 95% confidence intervals for each level of explicative SES variables, period and age group compared to the chosen reference level. We analysed possible interactions between SES and period, SES and age group and between age group and period. The existence of significant interaction between SES and period demonstrates the change between RR periods across socioeconomic levels. In order to control for overdispersion, which takes place when a certain distribution for the data is assumed and the variability of these data is higher than the one expected from the model assumed, quasi-likelihood models have been used. This kind of models enable a lack of precise likelihood for the answers and enable modelling on the basis of the linear predictor and the form assumed to represent the variance based on the average [50] . In the case of Poisson models, the variance function is supposed to differ only by a scale factor ϕ from the variance function in the corresponding likelihood model, i.e. Variance = ϕ Mean. In this way, the estimations of the parameters are equal. Nevertheless, the standard errors obtained by quasilikelihood are the maximum likelihood estimators multiplied by ϕ ½ . In order to control overdispersion in Poisson models, the parameter ϕ has been estimated. It has been tested whether it is statistically different from the unit. The estimator of ϕ takes the form D/df, where D is the deviance of the Poisson model adjusted, and df the degrees of freedom. If it is different from the unit, a quasi-Poisson model is adjusted, which is the appropriate model when there is overdispersion. This comparison and the estimation of all the models have been conducted by means of the R statistics package 2.12.2.
Results
The populations and number of census tracts (CTs) in the cities analysed (Table 2) The total number of preventable deaths for all cities in the period analysed was 96757. Of these, 77516 were men and 19241 were women, accounting for 11.8% and 3.1% of all deaths, respectively (Table 1) . By periods and for all cities, there was a reduction in the number of preventable deaths in men, from 40846 in the 1996-2001 period to 36670 in the 2002-2007 period. This drop was attributable mainly to AIDS and HIV, road traffic accidents, cirrhosis and, to a lesser degree, lung cancer, while the number of suicides and homicides rose. There was also a reduction, albeit a smaller one, in the number of preventable deaths among women, from 9859 in the first period to 9382 in the second, with fewer deaths from AIDS, HIV, cirrhosis and road traffic accidents, with higher numbers of deaths from lung cancer, suicide and homicide. Table 2 shows the frequencies and percentages of deaths (compared to total preventable deaths) per city, sex and specific cause. The most frequent cause for men, in all cities, was lung cancer, with a percentage out of total deaths from all causes varying from 37.8% in Jaén to 58.5% in Coruña. In the case of women, in 20 of the 33 cities analysed (60.6%) the most frequent cause of death was lung cancer, in 7 cities (21.2%) it was cirrhosis, and in 6 (18.2%) it was road traffic accidents. Table 3 shows the age standardized rates (ASRs) for all preventable deaths studied for each city, sex and period. In the case of men, there is an average decrease of 15.7%, with a decrease of all the rates adjusted in every city. Women showed a mean reduction of 11.3%, although some cities such as Avilés, Lugo, Pamplona and Pontevedra showed slight increases in the second period. Figures 2 and 3 show the RRs of death between the least privileged and most privileged levels (SES3 and SES1, respectively) of the SES variables estimated using Poisson regression. These relative risks show the excess risk of death at the lowest level (SES3) compared to the highest level (SES1). The estimated RRs are presented by age groups, as significant interaction between age group and SES was detected in several cases. Nevertheless, no significant interaction was detected between the period under analysis and SES, there being accordingly no evidence that RRs among SES levels vary between periods in any city, in men or in women.
In men ( Figure 2 ) the RR of death in SES3 compared to SES1 was higher than 1 in all cities and at all ages, significantly so (p < 0.05) in 26 cities in the 0-44 age group, in 27 cities in the 45-64 age group, and in 21 cities in the group aged over 64 years. Significant interaction was detected between age group and SES in 11 of the 33 cities analysed, while in the rest the SES effect was constant over the three age groups. In general, the interaction detected translates into higher RRs among SES levels for the youngest groups. This is the case, for example, of Madrid, with RRs of 3.9 in the 0-44 age group, 2.2 in the 45-64 age group, 2.2 in the 45-64 age group and 1.8 in the group aged 65 or over.
In the case of women (Figure 3 ), the estimated RR were higher than 1 in 27 cities in the 0-44 age group (significantly so in 9 cities), in 26 cities in the 45-64 age group (significant in 3 cities) and in 20 cities in the group aged 64 years and older (significant in 5 cities). There was significant interaction between SES and age group in 5 of the 33 cities studied; in the rest the SES effect was constant over the three age groups. The interaction effect detected in these cities was due, as in men, to significant excesses in risk among younger women. Table 4 shows the median and mean calculated using the relative risks of the 33 cities when SES3 and SES1 are compared. It shows that, on average, the RRs for the SES variable decreased with age, being highest in the 0-44 years age group.
Discussion
This is the first time that preventable avoidable mortality has been analyzed in such a high number of Spanish cities. Using data from thirty-three major Spanish cities, basic socioeconomic indicators of the educational and working environment have been used in this study to examine socioeconomic inequalities in preventable avoidable mortality and thus to detect urban areas to investigate possible problems in the chain of primary prevention, both in the promotion and protection of health and in health education, or over which should address specific health policies. The existence of preventable mortality inequalities should be an indicator of differences in health policy outcomes between different socioeconomic groups. The results of this study show that preventable avoidable mortality made a significant contribution to general mortality (around 7.5%, higher among men), having clearly decreased over time in men In the thirty-three cities studied, it has been observed in men, with great consistency, that the risks of death are higher in areas of greater deprivation, and that these excesses have not modified over time. The result in women was different and differences in mortality risks by socioeconomic level could not be established in many cities.
Preventable deaths as a percentage of general mortality dropped between the first and second periods. Men contributed more heavily to the reduction, which was a consequence of the drop in mortality from AIDS and HIV, road traffic injuries, cirrhosis and other liver diseases and, to a lesser degree, lung cancer. For men there was a drop in ASRs in all cities. The effect was different in women, who experienced an increase in the percentage of avoidable deaths between the first and second period, due to lung cancer, suicide and homicide. Consequently, there was greater variability in mortality risk trends, and ASRs increased between the first and second periods in several cities.
The general downward tendency coincides with other studies on avoidable mortality [29, 30] . Grabauskas et al. described a growing tendency in avoidable mortality in Lithuania [33] . By causes, in Spain, Dalmau-Bueno et al. found a decrease in deaths due cirrhosis between 1992 and 2004 in Barcelona, in both men and women [23] . Other studies have described a reduction in AIDS and HIV mortality, particularly as a consequence of Highly [24] . With regard to lung cancer, the general tendency in European countries points towards a reduction among men (particularly young men) and an increase among women [51] . In Spain, the results are similar, rising among women and falling among men [32] . The socioeconomic inequalities found in this study for all deaths from preventable causes confirm the others. Thus, Gotsens et al. found socioeconomic inequalities in 15 European cities for death from injuries (road traffic injuries, suicide, homicide, other external causes) between 2000 and 2008 [26] . Socioeconomic inequalities were also found in AIDS and HIV mortality in cities such as Barcelona [20] , in mortality from cirrhosis in Zaragoza [25] or inequalities in educational level in mortality from AIDS, cirrhosis and accident and suicide injuries in the Madrid region [18] , and for the lung cancer, cirrhosis, motor traffic accident injuries and AIDS in Castellón, Valencia and Alicante [22] .
In this study we found no changes in time in the effects of socioeconomic inequalities on mortality, as the effects of the interaction between SES and period were not significant in any city. Thus we may interpret that the inequalities remained constant in both periods. Considering the 33 cities studied, in the case of men the median RR between SES3 and SES1 did not differ between the two periods for any age group, varying from 1.7 and 1.8, in the group aged over 65 years, in the first and second periods, respectively, and 3.3 (period 1) and 3.0 (period 2) in the group aged under 45 years. These findings consistently show the existence of generalised socioeconomic inequalities for all preventable causes analysed for men. In the case of women, the median for the three RRs is roughly 1 for the group aged over 65 years and, in the group aged under 45, 2.1 for the first period and 1.9 for the second one. Although the results are not significant in many cities and age groups, the estimated RRs are mainly higher than 1, indicating inequality between SES levels, though not quite so pronounced as in men. The lack of statistical significance may be due to the lower number of deaths among women in comparison with men. The results obtained in the group aged over 65 years are in the same range as those presented by Huisman et al. [49] , who reviewed socioeconomic inequalities in mortality in old age in the World Health Organization Europe Region and found that RR are rarely higher than 2.0.
Some studies in other countries point either to an increase in socioeconomic inequalities in preventable causes [36, 52] or to their decrease [13] . In the case of the causes analysed here, results in trends in inequality vary. In a study conducted in Barcelona using figures from the 1992-2003 period, Borrell et al. [21] found that inequalities in mortality by educational level did not change substantially over time. There are studies which point to an increase in socioeconomic inequalities due to cirrhosis [34, 53] or towards their remaining the same or increasing in certain age groups [23] . In the case of AIDS and HIV several studies show that socioeconomic inequalities have been maintained over time [19, 20] . In the case of suicide, studies conducted in other countries have found that socioeconomic inequalities either remained steady [52, 54] or increased over time [55] . In a study conducted on men in 26 Spanish cities, Gotsens et al. [27] found that socioeconomic inequalities in mortality from injuries AIDS) and which found RRs similar to those of this study, presenting a similar differential effect between men and women (higher RRs in men). We believe special attention should be paid to age group inequalities, as this study shows that it is the under 45 years group where the greatest inequality occurs. In all cities where significant interaction was detected between SES and age (14 cities for men and 5 for women), it was in the under 45 years age group where the highest RR was estimated. This result offers clear guidelines for interventions aimed at reducing inequalities.
In a study conducted on 11 Spanish cities [56] , varying patterns in relation between size of city and magnitude of socioeconomic inequalities in mortality were found, particularly a certain link to lung cancer and cirrhosis in men. Looking at the population characteristics of the cities analysed we can see that the geographical distribution of cities according to the percentage of CTs at the most deprived level (SES3) shows a certain grouping. Thus, the percentage for Lugo, Murcia, Ourense, Pamplona, Santiago, Vitoria, Logroño, Coruña, Vigo, Gijón, Castellón, Pontevedra, Zaragoza, San Sebastián, Santa Cruz de ($) SES = Socioeconomic status (*) Significant interaction (p<0.05) between age and SES This study has its limitations. First of all, we have to take into account that it is an ecological study, with the constraints inherent to this type of study. Thus, it does not allow the proof of a causal association. The association found between SES and mortality using CTs may not be applicable at an individual level (i.e. ecological fallacy) and the ecological associations found may reflect both the effect of individual socioeconomic level and the contextual effect of the area. Regarding the causes analysed, other lists could have been used. The causes were chosen on the basis of comparability with other studies and it should be taken into account that exposure to risk factors for some of the causes analysed may have occurred in places other than the place of residence, such as in the work place, as the persons most exposed may live in very deprived neighbourhoods. Nevertheless, an analysis using small areas makes it possible to chase down and identify populations at risk, although some of the exposure may occur outside of them. Another constraint may arise from the use of different mortality classifications throughout the study period. In 1999, there was a switchover from ICD-9 to ICD-10. Two studies conducted in Spain concluded that the introduction of ICD-10 caused no important changes to the causes analysed here [57, 58] . The classification of CTs into SES was performed using accumulated data from the 2001 census and remained the same throughout the study period, which was relatively short. Regarding SES classifications used in this study, we should mention that the relative risks estimated between the most favoured and least favoured categories show, for each city, the relative risk between the worst and the best population group in all indicators used. Thus, the interpretation of these relative risks differs from that obtained using other classifications based on percentiles or the continuous value of socioeconomic indicators composed from originals, and reports the level of extreme inequalities between categories which could be identified as maximum and minimum deprivation. This classification makes it possible to identify the most deprived areas, which require greater surveillance and attention, and the consistency of the results obtained using this classification is worth noting. Another aspect to be taken into account is that the term mortality, avoidable or not, takes only deaths, but not other health outcomes, into consideration. This gives an limited view of overall health outcomes, such as suicides, by not providing information about suicide attempts instead of deaths, or that it is not the best indicator of the efficacy of preventive measures, such as the reduction in accident injuries or improvements in quality of life as outcomes other than death.
The mortality analysed in this study may be reduced by means of well-designed health interventions and policies aimed at preventing disease and disability. Several measures established by Spanish governments since the beginning of this century, for example in road safety, established as a priority in 2004, or campaigns aimed at reducing tobacco use, which made it possible to introduce the smoking ban, may be effective in reducing mortality, but transferring the effects of these measures to the reduction of socioeconomic inequalities in mortality requires investments in public health activities to promote health and prevent disease. These activities include efforts in monitoring the state of health of the community, investigating the areas at most risk, educating the population regarding health risks and prevention strategies, intensifying health promotion initiatives, and reinforcing and adapting laws and regulations. In this line, primary healthcare may play an important role in contributing to reducing health inequalities. Hernández et al. [59] proposes recommendations made by the Spanish Commission for the Reduction of Health Inequalities, for putting actions of this type into effect.
The period studied here falls within a period of economic boom in the country, ending in 2007, when the current world economic crisis, which having serious effects in Spain, commenced. Accordingly, this work aims to serve as a point of reference for future studies which evaluate trends in inequalities in preventable mortality in later periods.
Conclusions
This study shows that preventable mortality analysed decreased between the 1996-2001 and 2002-2007 periods, more markedly in men than in women, and that there were socioeconomic inequalities in mortality in most cities analysed, particularly among the youngest population, associating a higher risk of death with higher levels of deprivation. Moreover, inequalities emained over the two periods analysed. This type of study makes it possible to identify those areas where excess preventable mortality is associated with more deprived zones. It is in these deprived zones where actions to reduce and monitor health inequalities should be put into place. Primary healthcare may play an important role in this process. Dirección General de Salud Pública y Consumo, Gobierno de La Rioja, Calle Vara de Rey n°8, 1ª planta, 26071 Logroño, España. 13 Instituto de Salud Pública y Laboral de Navarra, C/ Leyre, 15, 31003 Pamplona, Navarra, Spain.
